In South Africa, abortion was legalized in 1996, during the nation's transition from apartheid to independence and democracy, under the Choice on Termination of Pregnancy Act (CTOPA). The law drew from both a public health and rights-based framework. A coalition of advocates played a key role in passage. In the years after the CTOPA was passed, abortion services were expanded-in part through a 2008 amendment that allowed trained registered nurses to provide abortions-and deaths from unsafe abortions decreased. However, there have been hurdles to implementation, including competing health priorities such as HIV/AIDS, and a high number of conscientious objectors. There is a geographic disparity in accessibility of abortion services between provinces as well as between urban and rural areas. Women seeking legal abortions face a lack of accessible information on where to obtain an abortion, often experience stigma at facilities, and many obtain illegal procedures.
METHODOLOGY FOR ALL CASE STUDIES
This case study is one of six comprising a comparative examination of varied countries' approaches to the implementation of national abortion service programs, after changes in laws or policy guidelines that established or expanded access to services. In addition to South Africa, case studies were conducted in Colombia, Ethiopia, Ghana, Portugal, and Uruguay, as they had all either implemented new abortion laws or policies, or changed interpretations of existing laws or policies, within the past 15 years. Each study used the Integrated Promoting Action on Research Implementation in Health Services (i-PARIHS) framework to organize the analyses. i-PARIHS posits successful implementation to be a function of the innovation to be implemented and its intended recipients in their specific context, with facilitation as the "active ingredient" aligning innovation and recipients. 1 For each country case, two types of data sources were used: an in-depth desk review and 8-13
semistructured, in-depth interviews with key stakeholders and experts in each country, selected in collaboration with in-country partners.
Respondents provided written informed consent and were guaranteed confidentiality. Several respondents from each country served as incountry coauthors, in doing so giving up their anonymity as participants of the study, although no quotations provided as respondents are directly attributed to them. Respondents included healthcare providers, public health and government officials who had been involved in establishing or expanding the service, academics, and members of nongovernmental organizations (NGOs) and legal and feminist advocacy groups; in some countries interviewees came from the full range listed, in others from a subset ( Table 1) . Interviews were conducted in English by a physician member of the team. Quotes presented are from interviews without attribution as we promised confidentiality. 6, 9 Amid the struggle for democratization prior to 1994, feminist arguments for abortion services tended to focus on public health needs rather than a choice-or rights-based framework. During this time, many of those opposing apartheid believed that gender equality needed to take a backseat to racial equality. 8 Eventually, advocates' public health rhetoric addressed the racial inequity in South Africa's maternal mortality rate, tying these issues of equality together. 3 In 1994, South Africa's maternal mortality ratio was 69 deaths per 100 000 live births, compared with a regional maternal mortality ratio of 944 deaths. 10 However, a study conducted the same year found that over 90% of the estimated 45 000 women admitted to hospital for incomplete abortion were black by apartheid-era classification, and all 425 women who died from illegal abortion were black. 9, 11 During the negotiations for a democratic constitution, reproductive rights, including for abortion, began to move into the forefront. The issue was framed in terms of human rights and equality, and bolstered by the support of the African National Congress (ANC)
Women's League. Advocates were successful in including clauses in the new constitution ensuring both the "right to bodily and psychological integrity" and "right to make decisions concerning reproduction". 3 The CTOPA included the key provisions from the Women's Health
Conference proposal on abortion, that a woman can terminate her T A B L E 1 Professional domains of interviewees in South Africa. ). 4 Physicians do not require accreditation, whereas midwives and RNs must undergo a training and be found competent to provide abortion services. 5, 14, 15 There are no national abortion guidelines that would provide guidance on standards of care or methods, although some aspects of abortion services provision are covered by standard clinical guidelines.
Professional domain

Number of interviewees
The public health sector is responsible for providing abortion services elsewhere. [16] [17] [18] [19] [20] Within our study, respondents felt that knowledge of rights under CTOPA was low among women, and those who were aware often didn't know how to gain access to services. Urban women were reported to have better knowledge of both rights and how to find services, including illegal medical abortions, as well as having closer proximity to abortion services. 18 In addition, respondents felt women faced community, provider, and internalized stigma for seeking abortion services.
Reflecting the diverse coalition that supported the passage of the CTOPA, the other "recipients" of the law were a wide-ranging group, including the national and provincial Departments of Health (DOH), clinicians, professional associations, local and international NGOs, and activists. 3 The DOH was a key recipient, charged as it was with implementing the publicly available, safe abortion services guaranteed under the CTOPA. Immediately after the CTOPA was passed, the DOH made comprehensive maternal, children's, and women's health a priority, requiring a system-wide overhaul. During this time, access to abortion services expanded quickly. 3, 21 However, 20 years after its passage, study respondents felt DOH attitudes to the CTOPA were mixed. Some respondents indicated that the DOH leadership did not want to be associated too closely with abortion, and others felt amid competing health concerns, "termination of pregnancy has not been identified as priority by the Department." With the 2008 amendment, the nine provincial DOHs received increased control over implementation of the CTOPA, and abortion access became more dependent on the differential resources and political will of these Departments. 
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interviewee explaining "they saw the great impact that the RNs' role has had in reducing maternal mortality and improving access to termination of pregnancy."
International NGOs were involved with abortion implementation from the start, particularly Ipas and Marie Stopes South Africa (MSSA).
Ipas was involved with training providers in the public health system, and medication and device procurement. MSSA, which provides ser- 
| FACILITATION
Transforming the innovation represented by the CTOPA into easily accessible, respectful services to South African women has been a bumpier road than most interviewees originally imagined. However, they did mention elements of the law that had aided implementation.
One of the key facilitators mentioned was task shifting, whereby 
| REMAINING CONCERNS
The CTOPA guidelines for conscientious objection restrict it to clinical providers, and to the actual abortion procedure. However, interviewees reported that both clinical and administrative staff invoke conscientious objection broadly both to avoid and to obstruct all stages of abortion services. In rural and conservative areas, interviewees reported that entire facilities can become de facto conscientious objectors if enough practitioners or administrators refuse to provide the service. Interviewees described gaps between regulation and service delivery, with one interviewee reporting that certain facilities
give all new hires a conscientious objection "form letter" to sign, an approach at odds with the ostensible purpose of permitting an individual choice with a deeply-felt rationale specific to each objector.
While facilities can specify that performing safe abortion services is a job requirement, and screen for this during job interviews, a respondent noted that this is not helpful if no-one applying for a post is willing to perform abortion procedures in the first place.
Several interviewees believe that a proportion of "objection" stems from clinicians' workload: "they default on work overload, and all of them become conscientious objectors." Performing abortions involves extra work with few concrete benefits and a host of costs, including professional and community stigma. Hence much "objection" has less to do with conscience and more to do with stigmatization and workload. One interviewee reported clinicians saying "we've had our cars stoned, we've had people following us to our cars, abusing us as baby killers." Several interviewees said that many facilities had become de facto institutional "objectors," and that the DOH "should actually go to the facility and reprimand the facility manager." However, one interviewee expressed doubt that the DOH had disciplinary purview over these recalcitrant facilities, and others described little enforcement of measures that did exist. Indeed, in 2015, it was estimated that less than 40% of designated facilities actually provided abortion services, although the breakdown between facilities that refused to provide services and those that could not is unclear. 3 The high number of conscientious objectors in South Africa has contributed to what respondents agree is a high number of illegal abortions (although illegal, these informal abortions were felt by respondents to be increasingly safe-many "backstreet" providers give women black market misoprostol, and are savvy enough to direct them to health facilities in the case of complications), despite the progressive and inclusive CTOPA. 18 Explanations include stigma for women seeking abortions, lack of knowledge of rights under the law, lack of accessible services, and not qualifying for legal services. Respondents reported that "there hasn't been a concerted effort in educating the public about the legality of providing abortion," nor do public facilities advertise abortion services. Moreover, "there are complaints about health workers being unsympathetic, disrespectful, rude," whereas in the illegal market, one interviewee explained, women are treated simply as clients seeking a service:
When they walk in [to a public sector facility], they are already judging themselves, stigmatizing themselves because of the way abortions are looked [at]…when they go to the backstreet abortionist, they don't ask you questions. You come and you say 'I want this,' they sell you the drug…
Privacy was also cited as a concern driving women to seek illegal abortions, with one interviewee explaining that "very often there's a family member working in the service and they don't want to go there."
Finally, it was reported that women who have passed their first trimester, and face more restrictions on abortion provision, are driven to seek illegal services. Interviewees reported that this occurs because often women do not know they are pregnant. Explanations for this included the wide use of Depo-Provera and associated amenorrhea, difficulty in scheduling appointments for abortions, and/or long wait times at facilities. 8, [24] [25] [26] [27] [28] Underscoring many of these challenges, including those that reflect individual choices such as conscientious objection, is the issue of regional and national political will. Immediately following the passage of the CTOPA, both the literature and interviewees agree that gains were made during the initial rollout, with a decline in complications and deaths from unsafe abortion. 21, 29 Yet implementation has faltered instead of progressing, and interviewees attributed this in large part to lack of will for implementation by the DOH, and lack of engagement by Parliament. One respondent explained that these groups are:
…not reformers, they're not pushing things along… they are definitely pro-choice and they say the right things and attend the right meetings… but then how do you translate that into actual service provision change?
Interviewees said that the particular interests and priorities of the Health Ministers affected implementation of the CTOPA, which suffered when Health Ministers did not "own" it.
There was a consensus among interviewees that health services in general were a low priority on the political landscape, and then "at the very bottom of that pile….is termination." Interviewees cited HIV and prevention of maternal-to-child transmission as having superseded the provision of abortion services, with one interviewee citing, "they put emphasis more on […] HIV, almost to the exclusion of women's health and rights," and others describing contraception services as a higher-and less controversial-governmental priority than abortion.
This lack of political will has led to NGOs', especially international to "state capture," or the determination of South Africa's direction by supranational interests. 30 The respondent who posited that Ipas left South Africa because of a lack of engagement from the DOH felt that it was "very problematic" and unsustainable that the government subcontracted this level of responsibility to a US NGO.
| LESSONS LEARNED
Interviewees were reflective about the shortfalls of implementation in South Africa, and made generalized recommendations for countries liberalizing or legalizing abortion services in the future. When asked about the state of abortion services in South Africa, one respondent replied, "you want me to be completely honest? I would suggest we're bordering on pre-Act." As stated by interviewees, many women are unable to get abortions owing to issues of access, either proximity to a functional facility, or being denied an abortion by so-called objectors, negatively impacting their lives and economic circumstances.
The overarching lesson drawn was that advocacy cannot stop when the law is passed, that "changing or modifying the act and so on is not an end in itself." The collapse of all but one of the women's health advocacy groups that had built national support for the development, passing, and implementation of the CTOPA is indicative of the overarching reproductive health landscape. 31 Respondents felt that activism and advocacy lost momentum after the passage of the law, and that it is necessary to keep the conversation on safe abortion, and maintain pressure on the DOH to keep implementation moving.
This lack of political will in the DOH manifested in an overreliance on international NGOs for some regions and services, a state of affairs interviewees felt to be unsustainable: "there have to be national com- There is an option for it… but it has to be according to certain rules."
As suggested by respondents, stricter guidelines for conscientious ; those who supported it emphasized that it needed to be done early and repeatedly, and with all staff at a facility.
Several interviewees warned against "exceptionalizing" abortion services. Respondents recommended South Africa's model of integrating abortion services into existing sexual and reproductive health and primary services, avoiding stand-alone clinics. This would improve service delivery, as "you can't speak about abortion without talking about access to family planning," and would decrease stigma.
It was felt clinicians and units providing safe abortion services should be better integrated with their colleagues. Respondents also advised that abortion training should be integrated into medical, midwifery, and nursing school curricula nationally to increase provider familiarity and decrease stigma associated with it from the beginning of their training.
While the CTOPA was passed at a historic moment for equality and democracy, its inadequate implementation reflects ongoing cultural ambivalence toward the status of women and safe abortion.
3,29
The ANC maintains its decades-long backing of the law, despite social and legal challenges, but has not ensured wide, equitable availability of services. 3 One respondent, reflecting on the passage of the law, stated: 
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